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Which one of the following high-risk organizations has 
achieved an exceptionally low accident and error rate? 

A. Navy nuclear submarine program 

B. US. Postal Service 

C. Auto manufacturing industry 

D. Food services industry 


A serious medical error is committed by the chief resident. 

The best way to teach him or her and his or her fellow resi- 

dents about this situation is 

A. To make the resident personally accountable in a pub- 
lic forum such as morbidity and mortality conference 

B. To make the resident personally accountable in a one- 
on-one discussion with his or her attending 

C. To have the resident meet with risk management to un- 
derstand the potential medicolegal implications of the 
error 

D. To use the error to analyze the system that allowed it to 
happen, and make suggestions for prevention of the er- 
ror in the future 


accidents are intrinsic to high-volume activities and even in- 
evitable in some settings; that is, they are ‘normal’ and should 
be expected to occur. Accidents should not be used merely to 


The number of medical errors which kill patients in the 
United States is the equivalent of one jumbo jet crashing 
every 

. Day 

Week 

Month 

. 3 months 
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The Institute of Medicine (IOM) report shocked the health 
care community by concluding that between 44,000 and 
98,000 deaths and over 1 million injuries occurred each year in 
American hospitals due to medical error. In fact, the number 


The culture of an organization is an important component 

of safety. Which of the following characteristics of the tra- 

ditional surgical culture helps improve safety in the oper- 

ating room? 

A. Hierarchical structure with the surgeon responsible for 
the final outcome 

B. Personal accountability at the weekly morbidity and 
mortality conference 

C. Ability to work equally well under nonstressful and 
stressful conditions 

D. The ability to solve a problem once the problem is 
clearly identified. 


The most common cause ofa sentinel event such as wrong- 

site surgery is 

A. Inadequate training of personnel involved 

B. Poor communication 

C. Inadequate patient assessment prior to the procedure 

D. Critical information unavailable at the time of the pro- 
cedure 


A patient with a right popliteal occlusion is scheduled for 
bypass. The initial incision is made on the left leg. The error 
is recognized and no further dissection is carried out. The 
bypass is performed uneventfully on the right (correct) 
leg. This situation is 

A. An adverse event 

B. Negligence 

C. A sentinel event 

D. All of the above 


Which of the following is a risk factor for a retained surgi- 
cal sponge? 

A. Surgery which takes longer than 6 hours 
B. Use of >30 sponges 

C. Pelvic surgery 

D. Unplanned change in procedure 


Radiofrequency (RF) 
scanning is superior to 
abdominal radiography 
for the detection of 
retained surgical foreign 
bodies 


Which of the following can be used to decrease the risk of a 

retained sponge? 

A. Limiting the use of sponges by liberal use of suction 

B. Routine radiographs in patients undergoing multiple 
procedures 

C. Delaying wound closure until the count is completed 

D. Routine radiograph in patients with a BMI >40 


If air embolism is suspected during placement of a central 
line, the patient should be placed in which of the following 
positions? 

Supine 

Prone 

Right lateral decubitus 

Left lateral decubitus 
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Ischemic changes to the skin can lead to decubitus ulcers. 
This ischemia occurs after what period of time in the 
same position? 

A. 10 minutes 

B. 30 minutes 

C. 1hour 

D. 2 hours 


The most common virus transmitted by transfusion is 
A. Hepatitis A 

B. Hepatitis B 

C. Hepatitis C 

D. Human Immunodeficiency Virus (HIV) 


“Informed consent” implies all of the 
ollowing EXCEPT 

A. The patient has been provided with the 
pertinent 

details of his/her diagnosis, prognosis, and the 
options 

or and risks of treatment. 

B. The information has been provided according 
to what 

a reasonable person would be expected to 
understand. 

C. The discussion of the options, risks, and 
possible hazards 

has been documented. 

D. There are witnesses to the discussion who 
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When discussing possible surgical options with 
a patient, 

it is appropriate to do all o the ollowing 
EXCEPT 

A. Document that the patient is capable of 
rendering 

informed consent. 

B. Ask the patient to identify a surrogate health 
care decision maker in the event he/she is 
incapable of deciding treatment choices. 

C. Avoid discussing the “pain and suffering” 
aspects ofa 

treatment plan. 

D. Provide an opportunity for the patient to ask 
questions 
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Living wills are documents which are 
meant to guide decision making 
when 

A. The patient’s family cannot be 
contacted. 

B. The patient is rendered incompetent 
Or unresponsive by an illness judged to 
be terminal. 

C. Multiple attempts at resuscitation 
have failed. 

D. The patient’s family disagrees with 
the course of 

treatment 


consent 


Regarding consent for surgery, all are 
true except : 


A. All minor complications with an 
incidence above 1 per cent should be 
discussed. 


B. Two senior doctors need to sign the form 
explaining reasons for the actions if an 
adult is deemed not competent to 
consent. 


C. Consent is not required for life-saving 
Surgery in a competent patient. 


consent 


e Concerning informed consent all are 

false except ? 

A. Consent should be obtained by the 
person doing the operation. 

B. The written communication material must 
always be in English. 

C. Every possible hazard, however remote 
the possibility, should be explained in 
detail. 

D. Legally, a signed consent from a patient 
is proof that valid consent has been 
properly obtained 


consent 


In difficult situations, which of the following 
statements is true? 


A There is no need to explain to children the 
procedures for which consent has already been 
given by their parent/ guardian. 


B Children can unconditionally refuse treatment. 


C In patients who cannot give consent because of 
their illness, e.g. they are unconscious or there 
is psychiatric illness, their legal guardian can 
give consent. 

D Therapy can proceed after consent from a carer 
in an unconscious patient irrespective of any 
previous wishes of the patient. 


safety 
e Which of the following is true of 
preoperative patient preparation? 
A It includes a thorough history-taking and 
medical examination. 
B The patient's medical state is optimised 


C It is to anticipate and plan for 
management of perioperative problems. 


D Good communication is required. 
E All of the above 


ethics 


A resident making rounds with an eminent professor of surgery presents a 
case to him. In the patient’s room the professor calls the resident 
“stupid” and berates his decision making and evaluation of the patient, 
which is indeed incorrect. The patient is visibly upset. 


Which of the following is not true regarding disruptive 
physicians? 

A. The majority of cases of disruptive physician behavior are 

reported only when the offense is severe. 

B. Disruptive behavior may include inappropriate language, 

disrespectful behavior, refusal to complete tasks, and physical 

abuse, such as throwing objects. 

C. Disruptive physician behavior is most often directed at 

nurses and other allied health workers. 

D. Disruptive physician behavior is the most frequently 

reported type of complaint to disciplinary boards. 

E. Fear of retaliation is an uncommon reason for the underreporting 

of disruptive physician behavior. 


5 components of informed 
consent 


Informed Consent 
Witness ?? 
1 Description of the procedure 
Record ?? 
2 Risks vs. Benefits 
3 Alternatives 


4 Risks vs. Benefits of Seeking Alternatives 


5 Assessment of patient's understanding of 1-4 


Exceptions to 
Informed Consent 


Exceptions 


1 Patient is incapacitated ala! r9l9 


2 Life threatening emergencies w/ no time 


3 No capacity or competency Look for su rrog ate 


Look for parents 


4 Non-emancipated minor 


Medical ethics 


our “4O Nese 


MEDICAL ETHICS 


Autonomy 


patient's right to participate in 
decisions about the diagnosis and 
treatment. 


Signing an informed consent, is 


considered as the best reflection of 
applied autonomy 


Getting the consent for any form 
of management 


Explain 

Simple language 

Answer all queries 

patient has to sign a written consent, 
better in front of a witness 

Living will ?? 


Beneficence 


the obligation to 
maximize benefits 
to the patients. The 
principle 
requires that actions 
and intentions are in 
the best interest of 
the patient 


INOT- 
maleficence 


e Avoidable misdiagnosis 
Take a good history , do proper 
examination , request proper Do No Harm 
investigations and be up to 
date 
Medical negligence 
Operating on wrong pt or wrong 
side or missing swabs or 
transfusing the wrong blood 
unit 


Justice 


The allocation of resources 
on the basis of clinically 
relevant factors such as 

religion, age 
or gender orientation is 
prohibited 


Magnitude of problem of medical 
errors 


MEDICAL ERRORS 


*1 in 10 patients admitted to hospital suffers 
an adverse event 
“The Institute of Medicine in their study found 
out that in USA. 
“Medical Error injures 1 in 25 hospital 
patients. 
*Kills about 44000 to 98,000 patients every 
year. 
à “Medical errors cost the United States billions 
bof dollars each year. 


WHY ERROR 


-In most cases fault is not willful negligence, 
but systemic flaws, inadequate 
communication and wide-spread process 
variation and patient ignorance. 
-People responsible are the doctors, nurses, 

| pharmacists , technicians and Patient. 


TYPES OF ERRORS 


i. Adverse Health Care Event — event or omission arising during clinical care 
and causing physical or psychological injury to a patient 
ii. Error — failure to complete a planned action as intended, or the use of an 
incorrect plan of action to achieve a given plan 
iii. Health Care Near Miss - situation in which an event or omission (or 
sequence) arising during clinical care fails to develop further, whether or not 
as the result of compensating action, thus preventing injury. 
iv. Adverse Drug Reaction — any response to a drug which is noxious, 
unintended and occurs at doses used for prophylaxis, diagnosis or therapy’ 
Predictable 
Unpredictable 
v. Medication Error — any preventable event that may cause or lead to 
inappropriate medication use or patient harm while the medication is in the 
control of health professional, patient or consumer 
vi. Sentinel error- 
TN Surgery on thew rong body part 
. Surgery on thew rong patient 
» Patients receiving thew rong medication 


HUMANE ERROR 


“To Err Is HUMANE” 


“Human beings make mistakes because the systems, tasks and 
processes they work in are poorly designed.” 


(Professor Lucian Leape, testifying to the US President’s Commission on Consumer 
Protection and Quality in Health) 


» Every Error has a root cause and every cause has 
à a solution. 


One Un willful Error is a miss 


, & Repeated Error is a Crime. 
ta Errors can be prevented with Every one's 
b Initiative in the system. 


La 
RES 


BOMES THE ROLE OF PATIENT SAFETY” 


IPSG.1 Identify patient correctly 


Use two patient identifiers, not including patient 


Room or bed number or location. 


© Full Name 


o Medical Record Number 


Improve Effective Communication 


IPSG.2 improve effective 


communication 
7 


Telephone or verbal order. Critical value result. 


o Write down 


© Read back 


o Witness 


ISBAR 


(dentification-Situation-Background-Assessment-R ecommendation) 


ISBAR 


e Identify 

e Situation 

e Background 

e Assessment 

e Response/Recommendations 


EXAMPLE OF GOOD BEDSIDE HAND 
OVER 

(ISBAR ) 

“Doctor A, this is (checks wristband) Ms. 
Samira farid Mohamed , File number 123456 
DOB 1/1/1999. She has been admitted to us 
with chronic calcular cholecystitis. She has a 
history of AF on Warfarin. She is a high falls 
risk and has a documented allergy to Morphine 
which causes hallucinations. Her vital signs 
have been within normal limits throughout the 
shift. Samira is currently fasting for theatre 
next morning, consent has not been done yet . 
She has a bag of D 5% running.. Did you have 
any questions in regards to Samira’s care?” 


EXAMPLE OF BAD BEDSIDE HANDOVER 
ISBAR 


e “Hey how was your weekend? 
Check out this thing | saw on 
Facebook earlier. Oh, this is bed 5, 
you looked after her yesterday 
didn't you? No change, she's stable. 
Think she’s fasting for theatre, but | 
could be wrong, maybe I’m getting 
confused with bed 6” 


Goal 3 


B Ba 


Improve the safety of 
high-Alert Medications 


IPSG.3 improve the safety of (2v) 
high alert medications 
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y 
High alert medication. N 


Look alike , sound alike. 


© Decrease accessibility. 
© Separate. 
Labeled. 
Tallman letter. 
List. 

Double checked. 
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sao) Goal 4 


Ensure Correct Site H | 


Correct Procedure 
Correct Patient Surgery .? 
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o Verification 


o Mark 


o Time out 
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IPSG.5 reduce the risk of health 
care associated infections 
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Reduce the Risk of Patient Harm 
resulting from Fall 


IPSG.6 reduce the risk of patient 


harm resulting from falls 
a a —— —— 


4 Fall Assessment 


2 Fall Precaution 


34 identify Patients Correctly — 
ILA 


Hand-Off 
Communications 
TST 


— 
a FH Fe 2 improve Effective Communication 
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z Improve the Safety of 
o High-Alert Medications 


— -— sd. Ensure Safe Surgery 
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Reduce the Risk of Health Hand 
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Reduce the Risk of Patient 
Harm Resulting from Falls 


SURGICAL SAFETY 


Consent of the patient/ relative in writing 

Proper identification of patient, name wrist band 
Proper identification mark of parts to be operated 
Pre- anesthetic check-up 

Anesthetic Safety 

Ensure no foreign body left inside 


IANA YDS 


Safety measures from ward to OT & coming back (Safety check 
list) 

8. Prevention of surgical wound infections 

9, Use of Surgical safety proforma in all operations 
“10. Check Safety code if available 


à 
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Db... o a 
ci. ‘or Allergy Alert, yellow for Fall Risk, and Purple for Do Not Resuscitate). 


Before induction of anaesthesia 


Before skin incision 


Before patient leaves operating room 


(with at least nurse and anaesthetist) 


a eee 
site, procedure, and consent? 
CI Yes 


LI Yes 


O Yes, and equipment/assistance available 

Risk of >500ml blood loss (7ml/kg in children)? 

CJ No 

O Yes, and two IVs/central access and fluids 
planned 


(with nurse, anaesthetist and surgeon) 


O Confirm all team members have 


introduced themselves by name and role. 


CO Confirm the patient's name, procedure, 
and where the incision will be made. 

Has antibiotic prophylaxis been given within 

the last 60 minutes? 

C Yes 

CO Not applicable 

Anticipated Critical Events 

To Surgeon: 


CO What are the critical or non-routine steps? 
C How long will the case take? 
C What is the anticipated blood loss? 


To Anaesthetist: 
C Are there any patient-specific concerns? 


To Nursing Team: 
C Has sterility (including indicator results) 
been confirmed? 


C Are there equipment issues or any concerns? 


Is essential imaging displayed? 
C Yes 
O Not applicable 


(with nurse, anaesthetist and surgeon) 


Nurse Verbally Confirms: 
The name of the procedure 


Completion of instrument, sponge and needle 
counts 


Specimen labelling (read specimen labels aloud, 
including patient name) 


Whether there are any equipment problems to be 
addressed 


0 0 DO 


To Surgeon, Anaesthetist and Nurse: 


CJ] What are the key concerns for recovery and 
management of this patient? 


Audit in surgery 


Surgery without 
audit is like playing 
football without 
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= The word ‘auditing’ has been derived from Latin 
word “audire” which means “to hear”. 


Surgical audit , LO 


: Introduction 
» Historical Perspective 
Aims of Surgical audit 
>» Commonly audited Parameters 
> Principles of Clinical Auditing 
> Types of audit 
- Conduct of surgical audit 
> Value of audit 
- Disadvantages and limitations of audits 
- Conclusion 


AUDIT - PIONEER 


One of first ever clinical 
audits was undertaken 

by Florence Nightingale 
during the Crimean War of 
1853-1855. 


She and her team of 38 
nurses applied strict 
Sanitary routines and 
standards of hygiene to the 
hospital and equipment. 


Kept meticulous records of 
the mortality rates among 
the hospital patients. 
Following these changes 
the mortality rates fell from 
40% to 2%. 


INTRODUCTION 


Clinical audit is a process used by 
clinicians who seek to improve patient 
care. The process involves comparing 
aspects of care (structure, process & 
outcome) against explicit criteria. 
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Structure - what is In place 
The people, their training, their knowledge, the way they 
are led, the equipment, their organization, the way they are 
pald, etc. 
Process - what you do 
How referrals are processed, what diagnostic tests are 


done, the antibiotics that are used, the thromboembolic 
prevention that is customary, the use of intensive care, the 
policy of feeding & mobilization after surgery, the discharge 
policy, etc. 


= Outcome - the results you get 


Wound dehiscence rate, readmission rates, mortality, 
freedom from progression, reduction in symptoms, 
improvement in quality of life, return to work, etc. 


AIms 


: To identify ways of improving and maintaining 
the quality of care for patients. 

: To assist in the continuing education of » 
surgeons. 

- To help make the most of resources 

available for the provision of surgical 
services. 


Advantages of audit 


- Identifies bad practice. 


- Reduces unnecessary investigations, 
medications and treatment. N 


- Decreased length of admission. 


- Allows continuous refinement of treatment 
modalities. 


- Allows objective assessment of quality of care. 


> Improves efficiency and guides resource 
allocation. 


- Improved education, training and feedback. 
> Healthy competition. 


Types of audit 


- Retrospective or Concurrent 


- Individual, Unit, Hospital, State, Regional, 
National 


A QUESTION HERE ... 


Is Clinical Audit a research 


Audit vs Research 


Audit vs. Research 


TS qo ant Vl siriñudit Research “” YI pisa: 
- To inform delivery of the - To produce generalizable 
best care new knowledge 
-Measures against a - Tests a hypothesis 


predetermined standard 


- Usually involves analysis 
of existing data or simple 
questionnaires 


- No allocation of patients 


- Usually involves collection of 
new data e.g.. additional 
Investigations 


- Patients may be allocated to 
test and control groups 


: No randomization - May involve randomization 


Principles 


- Objectivity 
- Honesty 
- Accurate and standard forms 
- Complete medical records 
- All that happened to the patient 
: Result of investigations 
- Post Op Notes 
: Follow up 
» Autopsy findings 
- Records should be filed in an accessible manner 


Audit Parameters 


: Time utilization 

- Cost effectiveness 

- Mortality/morbidity assessment 

: Quality of diagnostic services 

: Monitoring of performance 

- Assessment of newer technologies 
- Surgical outcome 

> Knowledge of patient satisfaction 


Surgical audit 
The Audit Cycle 


Step 5 
Make Step 1 
changes and Determine 
monitor 


Scope 


progress 


Step 4 


Step 2 
Present and Select 
interpret results Standards 


with Peer Review 


Step 3 
Collect 
Data 


Determining Scope 


- Should be clearly defined 

: Time bound 

: Easy to measure 

- Relevant to performance and outcome 


selection of Standards 


- Clear cut standard for what is considered acceptable 
clinical practice 


- Should be evidence based 

: Relevant to local trends 

: Relevant to specialty and types of patients seen 
- Should define adverse events 

: Should define sentinel events 


Data Collection 


: Determine source of information 

: Identify relevant information 

» Assess accuracy of data 

: Assess need to modify data 

: Determine minimum acceptable quantity of data 


Interpretation of Results 


: Results should be presented regularly (e.g. monthly, 
biannually) 

- Results are evaluated by peers (e.g.. other surgeons or 
other centres) 


: Results should be compared to those of similar 
centres/surgeons 


» All sentinel events must be reviewed 

- Quality issues should be identified 

: Peer review is a learning process not for punishment or 
bragging 


Appropriate Action 


- Recommendations and changes should be made based 
on audit findings 

- Staff should be educated on reasons behind each change 

: Follow up 

: Audit cycle should be repeated to assess effects of 
changes 


Disadvantages of Audit 


- Takes considerable time and effort 

: Highlights bad practice and “bad doctors" 
: Exposes doctors to punitive action 

- Doesn't always tell the full story 

: Pointless if no ability to make changes 


- Promotes reliance on protocols and guidelines above 
Clinical judgment 


Computers in Clinical Practice 


: The availability of computers has significantly changed 
the process of surgical audit 


» Advantages: Easy storage and analysis of large amounts 
of data 


» Disadvantages: Translating and entering data to usable 
formats, staff training, electricity 


- Future trends: Electronic medical records 


Local Experience 


: Very little audit at individual and hospital level 
: Morbidity and Mortality meetings 

: Little training or emphasis on audit 

- Poor and inconsistent data gathering 

» Punitive mentality 


summary 


» Surgical audit is a continuous quality improvement 
process which systematically reviews surgical care 
against explicit criteria to guide the implementation of 
change 

: It is a non- punitive, educational process aimed at 
improving the outcome of patients 

- Locally relevant criteria should be compared against 
appropriate local standards to guide resource allocation, 
surgical practice and decision making 


